The relation between the working alliance and therapeutic outcome was examined in 21 therapist-client dyads. This relation was analyzed in terms of the level of alliance at the third counseling session, midpoint of treatment, and last session with linear and curvilinear models of the temporal development of the working alliance. Analyses were conducted with hierarchical linear modeling. Results revealed a significant association between the linear growth function of therapist ratings of the working alliance and therapeutic outcome. The use of hierarchical linear modeling in counseling psychology research and the need for conceptualizing the working alliance as a temporally variant, as opposed to a static, process are discussed.
Studies of the working alliance represent an important recent focus as well as a growing edge for research in counseling psychology (Hill & Corbett, 1993) . Developed from psychoanalytic principles governing the conduct of therapy (e.g,. Freud, 1913 Freud, /1958 , the working alliance has come to be seen as a necessary component of counseling of all types, regardless of theoretical frame (Gelso & Fretz, 1992; Hartley & Strupp, 1983; Robbins, 1992) . Although several definitions of the working alliance have been offered, Bordin's (1979) definition has been the most heuristic, spawning a number of theoretical and empirical works. Bordin defined the working alliance as the collaboration between the client and the therapist based on their agreement on the goals and tasks of counseling and on the development of an attachment bond. Gelso and Carter (1985) provided a catalyst for recent research on the counseling relationship in general and the working alliance in particular (Gelso & Fretz, 1992; Hill & Corbett, 1993; Sexton & Whiston, 1994) . In Gelso and Carter's (1994) recent refinement of the propositions set forth in their 1985 article, they emphasized the temporal unfolding of the relationship components. Specifically, their 12th proposition regarding the dimensions of the counseling relationship was stated as follows: "Especially in treatments that abbreviate duration, an initially sound working alliance will subsequently decline, but in successful therapy this decline will be followed by an increase to earlier, high levels" (Carter & Gelso, 1994; pp. 301-302) . This specific proposition, which the present study was designed to examine, is an example of a recent trend in theorizing about the Dennis M. Kivlighan, Jr., and Peter Shaughnessy, Department of Educational and Counseling Psychology, University of MissouriColumbia.
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working alliance, namely, that its development varies temporally.
Whereas early theorists (e.g., Binstock, 1973; Greenson, 1965 Greenson, , 1967 Mann, 1973; Tico, Appelbaum, Binstock, & Appelbaum, 1971) emphasized the temporally dynamic nature of the working alliance, researchers have typically used only static measures of the alliance. Currently, there are several different formulations regarding the temporal dimension of the working alliance. These formulations can be roughly categorized into two groups: (a) those that focus on discreet or transient fluctuations in working alliance levels and (b) those that address the more global dynamics of working alliance development (e.g., the shape of alliance curves).
Transient fluctuations in the alliance have been addressed under the rubric of alliance ruptures (e.g., Bordin, 1981; Eaton, Abeles, & Gutfreund, 1988; Mann, 1973) . Studies by Safran and his colleagues suggest that the therapist's ability to work through and repair these inevitable breaches in the alliance is a critical component of effective counseling (Safran, 1993; Safran, Crocker, McMain, & Murray, 1990) .
In addition to Gelso and Carter (1994) , more global trends in the temporal variation in the working alliance have been discussed recently by Horvath, Gaston, and Luborsky (1993) . Specifically, Horvath et al. (1993) have proposed two phases to the development of the working alliance. The initial, or "Type 1," phase encompasses the first five sessions during which the working alliance is formed. The working, or "Type 2," phase begins when the therapist begins to challenge the client's "old neurotic patterns" (p. 262). Consequently, in the second phase, the level or strength of the working alliance may vary as the client's resistance is confronted and worked through.
In general, the majority of studies on the working alliance either have used single-session measures of the working alliance or have arbitrarily collapsed working alliance ratings across sessions to form "phases" of treatment. In studies using the former design, the third session has typically been the point at which working alliance is measured (e.g., Kiesler & Watkins, 1989; Mallinckrodt & Nelson, 1991; Reandeau & Wampold, 1991; Safran & Wallner, 1991; Tyron & Kane, 1993) . This trend is evidenced in Horvath and Symonds's (1991) meta-analysis of 24 working alliance studies, many of which used static (usually third-session) measures of the alliance.
Relatively few studies have examined alliance ratings taken at multiple points during the counseling process. Hartley and Strupp (1983) examined alliance ratings taken from the first session and sessions representing the 25%, 50%, 75%, and 100% points of brief psychotherapy cases. Although alliance ratings, averaged across sessions, were unrelated to therapy outcome, high-outcome clients evidenced increasing alliance scores between the first session and the session marking the 25% point of the therapy. By contrast, low-outcome clients had declining alliance ratings between these two points in therapy. Similarly, Luborsky, Crits-Christoph, Alexander, Margolis, and Cohen (1983) and Klee, Abeles, and Muller (1990) found more successful clients to report greater increases in the positive aspects of the alliance than less successful clients. Although not assessing the working alliance per se, Tracey (1989) found that a curvilinear, high-low-high pattern of satisfaction ratings across the course of therapy was related to more client change.
Two case studies have also examined working alliance development over time. Horvath and Marx (1990) examined patterns of alliance development in four clients seen by two therapists. They described an initial phase of alliance strength followed by a period of decay and a subsequent period of alliance repair. Similarly, Golden and Robbins (1990) reported the same U-shaped or high-low-high pattern of alliance development in a single-case study.
Several studies examining alliance development have used arbitrary cutoffs (e.g., dividing the length of treatment into fourths) to define counseling stages (e.g., Eaton et al., 1988; Hartley & Strupp, 1983) . Others have used data from all of the counseling sessions but have relied on a small sample (e.g., Golden & Robbins, 1990) . One of the goals of the present study was to examine the development of the working alliance using ratings from all counseling sessions attended and a relatively large number of participants. Specifically, hierarchical linear modeling (HLM; Bryk, Raudenbush, Seltzer, & Congdon, 1988; Francis, Fletcher, Stuebing, Davidson, & Thompson, 1991; Willett, 1988 ) was used to analyze alliance development.
HLM, which is also referred to as individual growth modeling (e.g., Francis et al., 1991) , consists of a set of analytic techniques that are ideally suited for studying the process of change in repeated measures studies. Several recent articles have described the procedures for using HLM and the relative advantages of HLM as compared with other methods (e.g., repeated measures analysis of variance; ANOVA) of analyzing change over time (e.g., Francis et al., 1991) .
Conceptually, HLM involves a two-stage analysis. In the first or unconditional model, the growth trajectory of each individual case is modeled or characterized by a unique set of parameters. These sets of parameters, which are assumed to vary randomly, are then used in the second or conditional model as dependent variables in a series of regressions. Arnold (1992) has summarized this analytic technique by describing HLM as "regressions of regressions" (p. 61).
We believe that HLM provides an important new methodology for addressing temporal variations in the development of the working alliance. At present, however, there are no examples of HLM in counseling-related research. In the present study, we used HLM to examine the relation between the growth trajectory of the working alliance and counseling outcome. Specifically, we wanted to examine the relative efficacy of different working alliance growth parameters (i.e., average level, linear growth, quadratic growth) in predicting counseling outcome. On the basis of the writings of Gelso and Carter (1994) and Hartley and Strupp (1983) , we hypothesized that linear and quadratic growth parameters would account for more of the variance in counseling outcome than measures of the average level of working alliance (i.e., measures from the third session, the midpoint, or the last session of treatment).
Method

Participants
Participants in this research were 21 therapist-client dyads in a large, midwestern university counseling center. Demographic characteristics of the therapists were as follows: 16 were female and 2 were male, 19 were Caucasian and 2 were African American, and their ages ranged from 23 years to 36 years (M = 30.58, SD = 3.77). Ten of the therapists were taking their first practicum, and 11 were taking their second or third practicum.
Client participant characteristics were as follows: 15 were female and 6 were male, 19 were Caucasian and 2 were African American, their ages ranged from 18 years to 27 years (M = 22.52, SD = 3.41), and there were 18 undergraduate and 3 graduate students. Eight of the clients had no previous counseling experience, whereas 13 of them had some previous experience with either individual or group counseling. The length of treatment ranged from 5 to 17 sessions (M = 11.5, SD = 3.8).
Measures
Working Alliance Inventory-Short Version. There are several different measures of the working alliance (see Horvath et al., 1993, and Tichenor & Hill, 1989 , for reviews of these instruments). In the present study, we selected a short version of the Working Alliance Inventory (WAI; Horvath & Greenberg, 1989) because (a) it was specifically developed to capture Bordin's (1979) theoretical formulations, (b) it has been used in a number of studies and has evidenced robust reliability and validity, and (c) it shares a large amount of common variance with other working alliance measures (Tichenor & Hill, 1989) .
In the present study, participants' perceptions of the working alliance were assessed with the 12-item short version of the WAI short version of the Working Alliance Inventory (WAI-S; Tracey and Kokotovic, 1989) . Given that client and therapist participants were asked to record their working alliance ratings after each session, this form was selected to facilitate the collection of more complete information by using forms that were less timeconsuming. On the basis of a factor analysis of the original 36-item WAI, Tracey and Kokotovic (1989) selected the four items with the highest loadings from each of the three WAI subscales: Goals, Tasks, and Bond. Research on the WAI-S has suggested that this instrument is best described by a hierarchical factor structure, with three first-order factors describing the unique aspects of the alliance (bond, agreement on tasks, and goals) and a second-order global, nonspecific alliance factor (Kokotovic & Tracey, 1990) . We chose to examine only the second-order global alliance factor in the present study as we were interested in examining the relation between overall alliance development and outcome. In addition, it is more reliable than the first-order factors.
Each of the 12 WAI-S items is rated on a 7-point scale ranging from never (1) to always (7). Scores for the WAI-S range from 12 to 84, with higher scores indicating a stronger alliance. The reliability estimate (Cronbach's alpha) for the WAI-S, reported by Tyron and Kane (1993) , was .98. Horvath and Greenberg (1986) submitted the original WAI to the multitrait-multimethod analysis of construct validation and concluded that their instrument adequately met the criteria outlined by Campbell and Fiske (1959) . Validity for the original WAI has been established through significant correlations between WAI ratings and counseling outcome (Horvath & Greenberg, 1986) , WAI ratings and client characteristics (Kokotovic & Tracey, 1990) , and WAI ratings and therapist technical activity (Kivlighan, 1990; Kivlighan & Schmitz, 1992) .
Inventory of Interpersonal Problems. There is no universally accepted instrument for measuring counseling outcome. In this study we used the Inventory of Interpersonal Problems (IIP; Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) because first all of the therapists had received practicum training using Strupp and Binder's (1984) Psychotherapy in a New Key: A Guide to Time-Limited Dynamic Psychotherapy, Teyber's (1992) Interpersonal Process in Psychotherapy, or both; both texts focus on addressing client interpersonal difficulties. The second reason for using the IIP was that compared with similar measures, it has been described as "offering greater sophistication in [the] assessment of interpersonal relatedness" (McCullough, 1993, p. 478 ) than alternative measures and has been recommended as an outcome measure in psychotherapy research. The IIP (Horowitz et al., 1988) contains 127 five-point Likert scale items divided into two sections. The first section consists of 78 items that begin with the phrase "It is hard for me to ..." (e.g., "It is hard for me to trust other people"), whereas the second section consists of 49 items describing things that the person does too much (e.g., "I am too sensitive to criticism"). Scores on these scales could range from 0 to 4.
Test-retest (10 weeks) reliabilities, based on a psychiatric sample, for the IIP ranged from .71 to .86. In the present data set, alpha reliabilities for pre-and posttesting on the IIP were .97 and .94, respectively. The construct validity for the original IIP scales was demonstrated by a significant pattern of correlations with other inventories (Horowitz et al., 1988) . In addition, the IIP has been shown to be sensitive to the types of changes that occur in counseling and psychotherapy (Horowitz et al., 1988) .
Procedure
Therapists volunteered to participate in this study. They were informed about the purpose of the study and the instruments that were to be used. After agreeing to participate, they were asked to recruit one of their clients to participate in this investigation. The nature and the objectives of the project were explained in the consent form. Therapist and client participants were asked to sign a consent form and to provide brief demographic information. Participants were identified by a code number so that anonymity could be protected. Before beginning counseling and immediately after their last session, clients filled out the IIP. Both clients and therapists were also instructed to fill out the WAI-S after each counseling session and to give these separately to the researcher.
Data Analysis
Several data transformations were performed before the main HLM analyses were run. Client outcome was assessed by calculating a residualized change score. Specifically, pretherapy IIP scores were regressed onto posttherapy IIP scores, and the standardized residuals from this analysis were used as the betweensubjects variable in the HLM analysis. This procedure (i.e., calculating residualized change scores), which partials out variance attributable to initial or baseline ratings, has emerged as a standard method in investigating alliance-outcome relationships (Henry, Strupp, Schacht, & Gaston, 1993) . Lower residualized IIP change scores represented fewer interpersonal problems and hence a better therapy outcome. A variable to model the linear (slope) component of WAI-S change was created by centering client session numbers (e.g., subtracting the mean number of sessions from the session number). According to Arnold (1992) , although centering does not change the value of the gamma coefficients calculated by HLM (see below), it does allow a more descriptive interpretation of the coefficients. A variable to model the quadratic (curvature) component of WAI-S change was created by squaring the centered session variables. This quadratic variable took the shape of a U-shaped curve (e.g., a five-session therapy course would have a quadratic variable sequence of 4, 1, 0, 1, 4).
Our principal analyses were conducted with the HLM program (Bryk et al., 1989) . As discussed by Francis et al. (1991) , this procedure allows for "the study of change on interindividual differences in intraindividual change" (p. 30), as opposed to an incremental analysis of growth whereby an index of change is calculated with measures taken at only two points in time. In HLM "behavior is best described by a continuous time-dependent curve that is characterized by a smaller set of parameters" (Francis et al., 1991, p. 30) . Consequently, change is quantified by a series of growth parameters that measure the "relationship between behavior and time" (Francis et al., 1991, p. 30) .
HLM differs from trend analysis in ANOVA or multivariate analysis of variance in that individual, as opposed to group, means are being modeled (i.e., in trend analysis individual variance is subsumed under the error term). Variance in the individual growth parameters (i.e., across participants) can then be plotted against correlates of change. Specifically, this type of analysis allows for "a different set of research questions" (Francis et al., 1991, p. 31) than is found in more traditional research (i.e., based on group means only). In the present study, we investigated how the shape or function of individual working alliance growth patterns was related to outcome (as defined by each client's residual change score on the IIP). For a detailed discussion of the statistical aspects of HLMs, readers are referred to Arnold (1992) , Bryk et al. (1989) , Francis et al. (1991) , and Raudenbush and Chan (1993) .
Examination of the relationship between client or therapist working alliance ratings and client outcome proceeded through a series of model-building steps. The simplest model in an HLM design is the unconditional growth model. 1 In the unconditional growth model each client's or therapist's pattern of working alli-ance development was represented by an individual growth model that had a unique set of parameters. In the present study the initial unconditional growth model had two parameters: an intercept (which is also referred to as the base in HLM terminology) and a linear term. These two parameters correspond to the constant and regression coefficient in ordinary, unstandardized regression analysis. In the second step of our unconditional model building, a quadratic term was added to determine whether this accounted for additional variability in WAI-S development. Although higher order growth terms were possible given the average number of sessions (e.g., it would have been possible to add a cubic term), only linear and quadratic growth trends were examined because the theoretical literature made explicit predictions concerning linear and quadratic growth trends and counseling outcome. The unconditional growth model, with the linear and quadratic terms, is
where Y ti , the observed working alliance for individual;' at time t, is a function of a linear and quadratic growth curve plus random error e ti . L is the centering constant described above and s ti is the session number. The base, or intercept, ir Oi is the level of working alliance of person i at time L. The linear component, ir u , is the growth rate or slope for person ;' at time L, and the quadratic component, v 2i , is the curvature in each growth trajectory. Because the linear term was centered at each dyad's midpoint, the base is interpreted as the average WAI-S score across all counseling dyads at their midpoint. This midpoint centering makes the quadratic function take the form of a U curve, which is the pattern of working alliance development described by Gelso and Carter (1994) associated with positive counseling outcome. By comparing the within-session variance (2 Z ) explained in the linear growth model to the 2 2 associated with the quadratic growth model, it is possible to determine how much additional variance is accounted for by the addition of the quadratic term.
The second, or conditional, model consists of separate equations (one for base, one for linear change, and one for quadratic change if applicable) examining how well the between-subjects variable (i.e., residualized change in interpersonal problems) can account for the growth parameters (e.g., base, linear growth, and quadratic growth) derived in the unconditional model. For example, the equation for predicting the base is A* r m ,q=l where X ?I is the residualized IIP change score, /3 0<? is the effect of residualized IIP change on the base growth parameter, and r 0 , is the random effect with a mean of zero. By comparing the betweensubjects variance components for the conditional model to the between-subjects variance components in the unconditional model, it is possible to determine how much variance in a growth parameter (base, linear, or quadratic) is accounted for by the IIP residualized change score.
Finally, it is possible to create growth models with other centering constants. To test the relative effectiveness of the different growth parameters in predicting client change, we created two additional growth models. In the first, WAI-S scores were centered at the third session. This session was chosen because thirdsession data were used in a number of previous studies examining the relationship between working alliance and counseling outcome. As a more stringent test of the relative effectiveness of static versus dynamic parameters in predicting outcome, in the final model we centered WAI-S scores at the last session. The last session can be seen as a single measure that represents the cumulative effect of the working alliance over time.
Results
Figures 1 and 2 display graphic representations of the clients' and therapists', respectively, WAI-S scores as a function of session number. Table 1 presents the mean WAI-S ratings for both clients and therapists across the 16 sessions as well as correlations between these ratings for each session. Early correlations between client and therapist ratings were small and nonsignificant. Later correlations, however, were moderate to large and statistically significant. A Spearman rank order correlation between (a) session number and (b) the magnitude of client and therapist alliance correlations was also significant (r = .80, p < .05). This finding suggests that over time clients and therapists come to share a common perception of the working alliance (i.e., in our sample, the magnitude of correlations between client and therapist WAI-S ratings increased significantly as treatment progressed). Although there was a strong congruence in perception of alliance strength in later sessions, there was enough divergence in alliance ratings in early sessions to suggest that the client and therapist WAI-S scores should be analyzed separately. Table 2 reports the model estimates for the client WAI-S data, whereas Table 3 displays the variance components associated with these models. Each of these tables displays the estimates for the three HLM models examined. These models were (a) an unconditional model with only linear effects, (b) an unconditional model with linear and quadratic effects, and (c) a conditional model examining the relationship between working alliance growth patterns and therapeutic outcome.
The intercept coefficient in the unconditional linear growth model for client ratings indicated that the average midtreatment WAI-S score across all clients was 72.23. The t ratio for the intercept is a trivial test indicating that the intercept is significantly different from zero. The linear change coefficient indicated that client WAI-S scores increased at a rate of 0.48 scale points per session. The t test, f(l, 19) = 3.83, p = .001, associated with this component indicated that this slope was significantly different from zero. The variance components for the unconditional linear growth model are displayed in Table 3 . These figures indicated that approximately 72%, TO/(T O + 2 2 ) 56.30/ (56.30+21.92), of the variance in client working alliance ratings was between midtreatment intercepts with the remaining 28% of the variance being between sessions. In addition, the significant chi-square statistics indicated that there was substantial variation among clients in the level of their midtreatment working alliance ratings, ^(19, N = 21) = 452.82, p = .001, and between their linear slope coefficients, ^(19, N = 21) = 41.92, p = .002).
The second unconditional model examined the effects of adding a quadratic term to the linear growth model. The nonsignificant t test indicated that this quadratic term was not significantly different from zero. The variance components in Table 3 Tables 2 and 3 also report the estimates and variances for the conditional model, in which therapeutic outcome (i.e., clients' residual change scores on the IIP) were regressed onto the intercept and linear growth coefficients for client ratings of the WAI-S. The nonsignificant t tests for the client data indicate that outcome was not related to the midtreatment level nor to the linear growth of client WAI-S ratings. The variance components in Table 3 expand on these t test results, indicating that therapeutic outcome accounted for only 3%, (58.35 -56.30)/58.35, of the variance in the midtreatment level of client working alliance ratings, calculated as variance in midtreatment (7) WAI-S scores for the unconditional linear model -variance in midtreatment scores for the conditional linear growth model -jvariance in midtreatment scores for the unconditional linear growth model. In addition, therapeutic outcome accounted for only 6%, (0.17 -0.16)/0.17, of the variance in the linear growth (slope) of client working alliance ratings. The chisquare tests also showed that there were substantial amounts of variance in intercepts, A^(18, N = 21) = 429.11, p = .001, and slopes, ^(18, AT = 21) = 41.45, p = .002, not accounted for by the therapeutic outcome variable.
We also used HLM to examine the relation between therapeutic outcome and client ratings of working alliance at the third and last therapy sessions. This was done by centering client WAI-S ratings at the third and last sessions in two separate HLM analyses. The average third-session client WAI-S rating was 71.50 (SE = 1.72). Although there was a significant amount of between-clients variance in third-session WAI-S ratings, ^(18, N = 21) = 256.50, p = .001, therapeutic outcome accounted for only 3%, (58.02 -59.97)/58.02, of this variance. The average client WAI-S rating for the final session was 75.94 (SE = 1.99). This average rating was very close to the WAI-S maximum score and is likely indicative of a ceiling effect. As with the third-session ratings, there was a significant amount of between-clients variance in their ratings of their final session, x*(18, N = 21) = 129.68, p = .001. Therapeutic outcome, however, accounted for only 4%, (74.0 -77.11)/ 74.0, of this variance. Figure 2 . Individual growth curves (WAI-S X Session) for therapists (n = 21). THWAI = Therapist's Working Alliance Inventory-Short Version (WAI-S) score.
SESSION
In summary, the results from the client working alliance data suggest that (a) there was a linear growth but not a quadratic growth pattern in client working alliance ratings; (b) working alliance level, whether measured early (third session), at the midpoint, or at the end of treatment, was unrelated to client outcome; and (c) the linear growth pattern of client working alliance ratings was related to client outcome. Table 4 reports the effects estimates for the therapist WAI-S data, whereas Table 5 displays the variance estimates for these data. As with the client data, the three models examined were (a) an unconditional model with only linear effects, (b) an unconditional model with linear and quadratic effects, and (c) a conditional model examining the relationship between working alliance growth patterns and therapeutic outcome.
The intercept coefficient in the unconditional linear growth model for therapist ratings indicated that the average midtreatment WAI-S score across all therapists was 66.03. The t ratio for the intercept is a trivial test indicating that the intercept was significantly different from zero. The linear change coefficient indicated that therapist WAI-S scores increased at a rate of 0.78 scale points per session. The t test associated with this component indicated that this slope was significantly different from zero, f(l, 19) = 4.93, p = .001. The figures in Table 3 indicate that approximately 48%, TO/(T O + X 2 ); 34.14/(34.14 + 39.22), of the variance in therapist working alliance ratings was between midtreatment intercepts and that the remaining 52% of the variance was between sessions. In addition, the significant chi-square statistics indicated that there was substantial variation between therapists in the level of their midtreatment working alliance, ^(20, N = 21) = 213.69, p = .001, and between therapists' working alliance linear slopes, ^(20, N = 21) = 39.14,/? = .007. It is instructive to note that therapists displayed more variance in both midtreatment working alliance ratings and linear growth patterns than did clients.
The second unconditional model for the therapists' data examined the effect of adding a quadratic term to the linear growth model. The nonsignificant t test indicated that this term was not significantly different from zero. The variance components in Table 5 indicate that the quadratic term accounted for only 6%, (39.22-36.92)/39.22, of the variance in between-sessions therapist working alliance ratings. Tables 4 and 5 also contain the estimates and variances for the conditional model, in which therapeutic outcome (i.e., client's residual change score on the IIP) was regressed onto the intercept and linear growth coefficients for therapist ratings of the WAI-S. The nonsignificant t test for the intercept term indicated that outcome was not related to the midtreatment level of therapist WAI-S ratings. The significant t test f(l, 19) = -3.48, p = .003, for the linear term, however, indicated that client-rated outcome was significantly related to the slope of the therapists' working alliance curve. Because the slope of the therapists' working alliance curves was on the average positive and because lower scores on the residualized IIP change variable represented less client interpersonal difficulty, the negative relationship between slope and outcome indicated that increasing therapist-rated working alliance slope was related to better client-rated outcome. Specifically, the coefficient in Table 4 indicated that for every 1.45 increase in therapist-rated working alliance slope, there was a 1 SD decrease in client interpersonal difficulty.
As reported in Table 5 , therapeutic outcome accounted for only 3%, (34.14-33.22)/34.14, of the variance in the midtreatment level of therapist working alliance ratings. However, the shared variance, 78%, (0.238 -0.053)/0.238, between therapeutic outcome and linear growth in therapistrated working alliance was very large. The chi-square test for the intercept showed that there was a substantial amount of variance in intercepts that was not explained by the Note. IIP change = residualized change scores formed by regressing pretest scores on the Inventory of Interpersonal Problems (IIP) on to posttest IIP scores. The residuals from this regression were standardized. Lower IIP change scores represent fewer client interpersonal problems. Because sessions were rescaled for the linear term (e.g., Session 1 = -9, Session 2 = -8, etc.), base represents the average WAI-S rating at the midpoint of therapy. The quadratic term was calculated by squaring the value of the rescaled session number (e.g., Session 1 = 81, Session 2 = 64), resulting in a U-shaped curve. A negative quadratic slope therefore represents an inverted U pattern of growth. ***p < .001. As with the client WAI-S ratings, we also used HLM to examine the relationship between therapeutic outcome and therapist ratings of working alliance at the third and last therapy sessions. The average third-session therapist WAI-S rating was 63.03 (SE = 1.46). Although there was Note. IIP = residualized change scores formed by regressing pretest scores on the Inventory of Interpersonal Problems (IIP) on to posttest IIP scores. The residuals from this regression were standardized. Lower IIP change scores represent fewer client interpersonal problems. Because sessions were rescaled for the linear term (e.g., Session 1 = -9, Session 2 = -8, etc.), base represents the average WAI-S rating at the midpoint of therapy. The quadratic term was calculated by squaring the value of the rescaled session number (e.g., Session 1 = 81, Session 2 = 64), resulting in a U-shaped curve. A negative quadratic slope therefore represents an inverted U pattern of growth. **p<.01. ***/>< .001. In summary, the results from the therapist working alliance data suggest that (a) there was a linear growth but not a quadratic growth pattern in therapist working alliance ratings; (b) working alliance level measured at the end of treatment, but not early (third session) or at midpoint, was related to client-rated therapeutic outcome; and (c) the linear growth pattern of therapist working alliance ratings was related to therapeutic outcome.
Discussion
In our initial descriptive analyses we correlated client and therapist working alliance ratings for each counseling session. Although early-session correlation coefficients were small and nonsignificant, the correlations between client and therapist working alliance ratings were moderate to large during later counseling sessions. Several authors (Horvath & Symonds, 1991; Tichenor & Hill, 1989) have suggested that clients and therapists have separate conceptions of their working alliance. These conclusions, however, are based on the results of studies that have almost exclusively examined client-therapist alliance perceptions during early counseling sessions. Our results suggest that over time, clients and therapists may come to share a common perception of the working alliance.
The most important finding from the present study was the relationship between a linearly increasing working alliance, as viewed by the therapist, and client-rated counseling outcome. This linear alliance component accounted for more of the variance in outcome than did therapists' ratings of alliance at the third session, the midpoint of treatment, or the final session. Although therapist alliance ratings taken from the final session did account for a large proportion of the outcome variance, the linear alliance component accounted for an even larger amount of this variance. It is probably not surprising that alliance ratings taken from the final session were related to outcome. Because of their temporal proximity, final-session alliance ratings and outcome ratings should capture a similar sense of counseling effectiveness. In addition, final-session alliance ratings may, to some extent, serve as a cumulative index of the working alliance. Nevertheless, the linear component was more predictive of outcome than the alliance level at the last session. This suggests that it is not enough to know the final level of the working alliance but that we also must have information about the pattern of alliance development over time.
The relation between linear trends in therapists' ratings of the alliance and counseling outcome was especially large when compared with other studies that have examined the relation between static alliance ratings (whether made by the client, the therapist, or an outside observer) and counseling outcome. These findings are similar to the results reported by Moras and Strupp (1982) and, in addition, they support Greenberg's (1994) proposition that a pattern of increasing alliance ratings would be positively related to counseling outcome. This suggests that, at least from the therapist's perspective, for successful outcome there should be a period during the counseling relationship when there is a building of the alliance. Our results suggest that the alliance, from the therapist's perspective, at least, is best conceptualized as a dynamic rather than a static process.
Our results offered little support for Gelso and Carter's (1994) proposition that a high-low-high pattern of alliance development would show the strongest relationship to counseling outcome. The high-low-high pattern of alliance development did not consistently occur for either client or therapist ratings of the alliance. Examining the graphs of working alliance ratings does show that some therapists and clients did perceive a high-low-high pattern of alliance development. Other therapists and clients, however, indicated the opposite pattern of alliance development (e.g., low-high-low), whereas still others reported no quadratic pattern in their alliance development. As HLM analyses test for consistent temporal patterns across client or therapist ratings, there may well be subgroups of clients or therapists who show different patterns of alliance development.
The most surprising finding from the current study was the lack of relationship between any aspect of the clients' working-alliance ratings and clients' rating of outcome. This is unusual because in Horvath and Symonds's (1991) meta-analysis the client's perspective on the alliance, when compared with therapist or observer perspectives, was the best predictor of counseling outcome. However, the magnitude of the relationship between static client working alliance ratings and counseling outcome in the present study was similar to that found in the Horvath and Symonds meta-analysis. There are several possible explanations for these results. First, the relationship between client alliance ratings and counseling outcome may be the same in our study as in other research, but the relatively small sample size reduced our power to detect a significant relationship. Second, client alliance ratings seemed to evidence a more pronounced ceiling effect than therapist ratings (i.e., client alliance ratings were uniformly high), and there was also less variance in client alliance ratings than in therapist alliance ratings (i.e., there was less variance in client base and linear growth coefficients when compared with therapist ratings). The attenuated range of client working alliance ratings is therefore likely to serve to reduce the power of our HLM analyses (Francis et al., 1991) . One reason that the variance in client ratings may be low was our use of the short form of the WAI (most studies using the WAI have used the 36-item form). The use of the short form, however, cannot account for all of the differences in variances between the clients and therapists in this study.
Third, clients may not be as sensitive to temporal changes in the alliance as are therapists. In other words, for clients the working alliance may be more of a traitlike phenomena, whereas for therapists it may have more statelike features. Fourth, clients and therapists may be reporting on different phenomena (constructs) when they are asked to rate their working alliance. Specifically, the therapist's rating of the alliance may be made on the basis of client progress, whereas the client may be rating the relationship. Consequently, if the client is getting better, the therapist perceives the working alliance to be stronger. This would account for the linear relationship between therapist working alliance ratings and client outcome. If therapists and clients were attending to different phenomena, however, we would not expect to find the large correlations, in later sessions, between therapist and client ratings of the working alliance. This is one of the first studies to use a longitudinal examination of therapists' perspective on the alliance. Our results indicate that future studies would likely be strengthened by using a longitudinal design when examining the therapist perspective on the alliance. Researchers of future studies should also examine the predictive power of analyzing alliance patterns as measured by independent observers.
It is important to point to several limitations of this study. Because the measures were self-report, response-set or common-method variance could have effected the results. This was only the case, however, when client alliance ratings were correlated with client ratings of counseling outcome. In addition, more experienced therapists were underrepresented in this sample. Therapists in early stages of their training may not be able to provide as accurate an assessment of the working alliance as more experienced therapists. In fact, Mallinckrodt and Nelson (1991) found that novice and experienced therapists differed in their ratings of the working alliance. Finally, it is important to note that the sample size was relatively small. Although sample size does have an effect on the estimation of variance components, researchers have not reached a consensus on the degree to which sample size affects these estimations. Our sample size, however, was comparable to those of other studies using HLM to model individual growth curves (cf. Bryk & Raudenbush, 1992, chapter 6 ). In addition, we had more repeated measures (i.e., the average number of sessions was 11.5; SD = 3.8) than many individual growth-curve studies. This is a strength of the present study as a relatively large number of repeated measures increases the reliability of the measurement of the linear and quadratic terms.
We believe that the HLM analysis used in this study represents an advance over studies that have used only static measures of the alliance or that have used arbitrary cutoffs to define stages of counseling. We hope that this analysis can serve as one model for other counseling researchers interested in analyzing patterns of alliance (and other constructs) development. Although HLM can help researchers move beyond analyses of static constructs, there are still problems associated with this type of analysis. Specifically, in HLM a single growth curve is fitted for all cases (in our analysis we examined a curve that had both linear and quadratic components). It is certainly conceivable that different counseling dyads would have distinct patterns of alliance development. Other statistical techniques such as cluster analyzing alliance scores across sessions could be used to identify counseling dyads that evidence quantitatively different patterns of alliance development. Once a typology of patterns is described, then these typologies could serve as variables in future process or outcome studies examining patterns of alliance development.
